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1013-7025/Copyrightª 2014, Hong Kong PhAbstract Parent satisfaction is vital in improving the delivery of paediatric health care. How-
ever, there are no linguistically appropriate instruments that measure parent satisfaction
among Filipino parents of children receiving occupational therapy, physical therapy, and
speech pathology services. This study aimed to provide preliminary information about the reli-
ability of the Filipino version of the Parent Satisfaction Scale (F-PSS). Research procedures
included forward- and backward-translation of the PSS, cognitive interview, and data collec-
tion for reliability. These were conducted on primary caregivers of children who were receiving
therapy services in a local clinic. Internal consistency and reproducibility of the translated tool
were determined. Internal consistency was measured using an ordinal a value based on a poly-
choric correlation matrix, reproducibility using Randolph’s k, and standard error of measure-
ment (SEM). Data analysis showed an ordinal a value of 0.96, k values ranging from 0.56 to
0.72, and a standard error of measurement of 0.11. In summary, the F-PSS has excellent inter-
nal consistency, moderate to substantial agreement after repeated measures, and excellent
absolute reliability for determining parent satisfaction in paediatric health care. Supplemen-
tary studies on its validity are needed to further ascertain its clinical utility.
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Parent satisfaction in health care is the extent to which
parents’ expectations, needs, and wants are met by the
services provided to their children [1,2]. Its importance in
determining the quality of healthcare delivery has been
widely accepted in various healthcare settings [3e5]. It has
been a topic of interest in many studies, some of which
focused on child [6,7] and adolescent mental health ser-
vices [8], paediatric services in intensive care [9], emer-
gency units [10], in-patient care [11,12], and early
intervention [13,14].
Parents’ perceptions and satisfaction are crucial in
improving health services owing to their significant role in
their children’s development [15,16]. They are responsible for
acquiring health services needed by their children. Their
participation in their children’s healthcare, especially
adherence to health-related prescriptions and carry-over of
services, is likewise important in achieving healthcare goals
[1]. They are the most reliable informants about their chil-
dren, and their preferences and opinions regarding their
children’s development are most critical [1,17,18]. Measure-
ment of parent satisfaction may also encourage their active
participation and provide data informing consumers and pol-
icymakers regarding the value of healthcare programs [18].
Client satisfaction may be based on several factors [19]
such as healthcare settings and amenities [20], technical
management, and features of interpersonal care [4,21].
Among these factors, many authors believe patientestaff
interaction is the best influence on client satisfaction
[2,4,5,19,22,23]. For healthcare services such as paediatric
physical therapy (PT), occupational therapy (OT), and
speech pathology (SP), patient-staff interaction is a sig-
nificant factor to consider because a greater part of these
services involves patient-staff contact. These services
adhere to a family-centred approach that requires constant
dealings with the family; they have greater frequency of
visits from clients, and longer duration of treatment ses-
sions [5,19,22,23]. Measurement of parent satisfaction
based on patient-staff interaction would yield results
relevant to these services.
The Parent Satisfaction Scale (PSS) is a tool designed by
Gerkensmeyer and Austin [1] to provide information about
aspects of care related to a staff’s interpersonal interaction
with clients in different contexts of clinical practice. It was
based on a consumer satisfaction model that explains how
consumers’ desires, perceived care needs, expectations,
and perception of the actual care experience influence
their satisfaction. It was developed primarily to measure
parent satisfaction with mental health services provided to
their children [1]. It has acceptable internal consistency
(a Z 0.96), construct validity (i.e., parent satisfaction
according to met desires, met needs, and met expecta-
tions) (p < 0.001), and convergent validity with the Client
Satisfaction Instrument (r Z 0.86, p < 0.001) [1].
The PSS may be adapted for use in paediatric PT, OT, and
SP services because of its rigorous development, excellent
psychometric properties, and well-defined conceptual
framework of parent satisfaction that agree with the
unique aspects of these services. However, there is a need
to translate the instrument for linguistic appropriateness tothe intended respondents. Aside from the target pop-
ulation’s shared norms, beliefs, values and expectations,
linguistic appropriateness needs to be considered in
creating culturally appropriate measures [24]. Difficulties
in understanding the language of a measure may negatively
affect the validity and reliability of the tool [25].
This study aimed to provide preliminary information
regarding the reliability of the Filipino version of the Parent
Satisfaction Scale (F-PSS). The F-PSS may provide infor-
mation to rehabilitation professionals regarding quality of
service and the needs of paediatric clients, as expressed by
their parents.
Methods
Design and respondents
A quantitative instrument-based survey was conducted on
primary caregivers of all patients receiving PT, OT, and/or
SP services in a local charity clinic for therapy services.
“Primary caregiver” was defined as the person primarily
responsible for the development of the child. They may be
the biological parents or individuals who have cared for the
child for at least 5 months.
To be included in the study, the primary caregiver should
have accompanied the child for at least three therapy
sessions per month in the clinic, should be at least 18 years
of age, be able to understand and express oneself in Fili-
pino, and have granted the researchers informed consent.
Approval from the Ethical Review Committee of the College
of Allied Medical Professions at the University of the
Philippines (Manila, Philippines) and written informed
consent from all respondents were obtained before study
implementation.
Instrument
The PSS is a self-administered instrument with 11 items
regarding parents’ satisfaction with the staff’s interaction
with them and their child. The scale uses a 5-point Likert-
type item response with 1 designated as “strongly disagree”
to 5 as “strongly agree”. Table 1 shows the PSS with its 5-
point Likert-type item response. The authors of PSS noted
that the items in the instrument may be applicable to other
fields of healthcare because they were not specifically
designed for patients receiving mental health services [1].
Procedure
The study underwent four phases: (1) translation of the
PSS, (2) a cognitive interview to determine the conceptual
and linguistic appropriateness of the translated version of
the PSS, (3) initial data collection, and (4) data collection
for reproducibility.
Phase 1: Translation
The researchers were granted permission by the author of
the original version of the PSS to translate it into Filipino.
The researchers submitted the PSS to a Filipino language
Table 1 Parent Satisfaction Scalea
Strongly
disagree
Disagree Undecided Agree Strongly
agree
1. Overall, I was satisfied with the staff. 1 2 3 4 5
2. I was satisfied with the availability of the staff. 1 2 3 4 5
3. I was satisfied with the way the staff helped
me understand my child’s problems.
1 2 3 4 5
4. I was satisfied with the convenience of
appointments with the staff.
1 2 3 4 5
5. I was satisfied with the caring and concern
the staff showed for my child.
1 2 3 4 5
6. I was satisfied with how the staff treated me
with respect.
1 2 3 4 5
7. I was satisfied with how the staff listened to
what I had to say.
1 2 3 4 5
8. I was satisfied with how the staff kept me
informed about changes in the care of my child.
1 2 3 4 5
9. I was satisfied with how the staff helped me
find the services my child needed.
1 2 3 4 5
10. I was satisfied with how the staff included me
in decision-making about my child’s treatment.
1 2 3 4 5
11. I was satisfied with the support I received from
the staff.
1 2 3 4 5
a From “Development and testing of a scale measuring parent satisfaction with staff interactions” by J.E. Gerkensmeyer and J.K.
Austin, 2004, Journal of Behavioral Health Services and Research, 32, pp. 61e73. Copyright 2005, National Council for Community
Behavioral Healthcare. Reprinted with permission.
75institute for forward translation into Filipino. The trans-
lated instrument was reviewed by the researchers for
refinement and was forwarded to an external reviewer
(who was a licensed physical therapist skilled in both En-
glish and Filipino) for backward translation into English.
The therapist who performed the backward translation did
not have knowledge of the original instrument. The
backward-translated instrument was sent back to the
author of the original tool for comments and recommen-
dations and for consultation regarding conflicting terms and
concepts encountered after backward translation.
Phase 2: Cognitive interview
Randomly selected primary caregivers from the pool of
respondents were invited to pilot test the translated
version of the PSS. Randomized selection was performed
through a lottery method. Names of the primary caregivers
were placed in an opaque envelope from which a clinic
clerk drew 10 names without looking. Individuals who were
selected were invited to participate. Participants of this
phase would not be included in Phases 3 and 4.
A one-on-one interview was performed to determine if
the translated version of the PSS reflected the desired
meaning of each item in the original version and if there
were any language problems. To be able to document their
thoughts, the respondents were tasked to verbalize their
ideas while answering the translated version of the PSS. A
script was used to standardize the interview process and
responses were documented using audio recorders. The
data were transcribed and used for editing the translated
version. Inputs from the author of the PSS were alsoconsidered in creating the final Filipino version of the PSS
(i.e., F-PSS).
Phase 3: Initial data collection
Copies of the F-PSS were distributed to all consenting pri-
mary caregivers, except individuals who had already
participated in Phase 2. Respondents who opted to bring
the instruments home were allowed 1 week to answer and
return the instrument to an assigned researcher. The other
respondents completed the instrument during their child’s
therapy session.
Phase 4: Data collection for reproducibility
Some respondents from Phase 3 were randomly selected
and invited again to answer the instrument for a test of
reproducibility. There was a 2-week interval between Phase
3 and Phase 4. Randomized selection was performed
through the same lottery method used in Phase 2. The same
process and considerations as in Phase 3 were applied.
Data analysis
Results of the completed instrument were analysed through
descriptive statistics and estimates of reliability using the R
Project for Statistical Computing version 3.0.2 developed
by the R Development Core Team, Vienna, Austria. Internal
consistency was measured using an ordinal alpha (a) coef-
ficient. Compared to Cronbach a, the ordinal a provides a
more accurate estimate of reliability of measurements
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choric correlation matrix, which is based on nonparametric
data [26]. An a coefficient greater than 0.9 indicates
excellent internal consistency; a greater than 0.8 is
“good”; a greater than 0.7 is “acceptable”; a greater than
0.6 is “questionable”; a greater than 0.5 is “poor”; and a
less than 0.5 is “unacceptable” [27].
Reproducibility of the F-PSS was determined using Ran-
dolph k for a chance-adjusted measure of agreement [28]
and standard error of measurement (SEM) for absolute
reliability. The following standards of strength of agree-
ment for the kappa (k) coefficient were used to interpret
results: k of 0 or less was “poor”; 0.01e0.20 was “slight”;
0.21e0.40 was “fair”; 0.41e0.60 was “moderate”;
0.61e0.80 was “substantial”; and 0.81e1 was “almost
perfect” [29].
Results
Respondent characteristics
Ten primary caregivers participated in the cognitive inter-
view process, 125 primary caregivers participated in the
initial data collection, and 32 primary caregivers were
involved in the data collection for reproducibility. Table 2
shows the demographic characteristics of the respondents.
The age of the respondents ranged from 18 years to 70
years with a mean age of 36.82 years (standard deviation
[SD] Z 10.2). Most respondents were women (83.2%) and
the biological parents of the patients (80.8%). Forty-one
percent of the respondents had finished at least a college
degree.Table 2 Respondents’ demographic information
Respondents
Age, y (mean, SD) 18e70 (36.8, 10.2)
Female (%) 83.2
Relation to client (%)
Biological parents 80.8
Caregivers 19.2
Educational status (%)
High school level 30.4
College level 64.8
Post-college level 4.8
Paediatric clients
Age, y (mean, SD) 1.2e12.0 (6.6, 2.8)
No. years receiving treatment
(mean, SD)
2.1, 2.2
Diagnosis (%)
Autism 41.3
Down syndrome 12.7
Global developmental delay 12.7
Cerebral palsy 11.1
Other disorders 22.2
Therapy services received (%)
Speech pathology 37.3
Physical therapy 22.2
Occupational therapy 21.4
More than one service 19.1
SD Z standard deviation.The mean age of the patients was 6.6 years (SD Z 2.8)
and most (53.2%) patients had already been receiving
therapy for at least 1 year. Most patients were diagnosed
with autism (41.3%); other patients were diagnosed with
Down syndrome (12.7%), global developmental delay
(12.7%), and cerebral palsy (11.1%). The most common
service received by the patients was SP (37.3%), followed
by PT (22.2%), and OT (21.4%). Other patients received
more than one therapy service (19.1%).
Cognitive interview
Results of the interview showed that respondents preferred
terms that are used in daily conversations, so that they
could understand and answer the questions more easily.
Item 2 of the translated version was revised because of
misinterpretations of the word naroon (“present”). The
respondents interpreted it as “physical presence,” instead
of “being available when needed.” Item 3 was also revised
using a more straightforward sentence as suggested by the
respondents. Items 4, 7, 8, and 10 were also simplified to
allow better understanding by changing some words with
those used in daily conversations.
Internal consistency and reproducibility
Based on 125 data sets, the results showed excellent in-
ternal consistency with the raw ordinal a coefficient value
(a Z 0.96). Table 3 shows the scale and item statistics for
internal consistency. The raw a values of the scale if any
item was dropped from the calculation was equal to the
overall a of the scale (a Z 0.96). Each item-total correla-
tion (a Z 0.79 to 0.89) was “acceptable” to “good”, and
these values were higher than the corrected item-total
correlation of each item (a Z 0.74 to 0.87).
Results also revealed good absolute reliability with the
SEM value of 0.11, and showed moderate to substantial
agreement with k values ranging from 0.56 to 0.72. These
were based on 32 test-retest data sets. Table 4 shows the k
values per item.
Discussion
The importance of measuring parent satisfaction with
paediatric healthcare services and the lack of a culturally
appropriate instrument that measures it locally led to the
development and assessment of psychometric properties of
the F-PSS.
Results provide preliminary information that supports
the reliability of the F-PSS in measuring parent satisfaction
with paediatric rehabilitation services. An optimal level of
homogeneity among the items of the scale was supported
by evidence of high internal consistency coefficients. Each
item in the F-PSS has acceptable to good item-total cor-
relation coefficients, which reflect their consistency with
the rest of the scale. Each of the items contributes to the
reliability of the F-PSS, as evidenced by a lower item-total
correlation value if these items were deleted from the
scale. These measurements agree with the high reliability
coefficient of the original version of the PSS (Cronbach
a Z 0.93) [1].
Table 3 Internal consistency analysis of the Filipino version of the Parent Satisfaction Scalea
Reliability analysis Raw ordinal a Standardized a No. of items
0.96 0.96 11
F-PSS items Scale raw a if item
was deleted
Item-total
correlation
Corrected item-total
correlation
Item 1 0.96 0.84 0.80
Item 2 0.96 0.89 0.87
Item 3 0.96 0.83 0.79
Item 4 0.96 0.79 0.74
Item 5 0.96 0.89 0.87
Item 6 0.96 0.87 0.84
Item 7 0.96 0.83 0.79
Item 8 0.96 0.88 0.85
Item 9 0.96 0.84 0.80
Item 10 0.96 0.85 0.81
Item 11 0.96 0.85 0.81
a Information is based on the Filipino version of the Parent Satisfaction Scale (F-PSS).
77The results also support the reproducibility of the F-PSS.
The results from two separate rating instances did not vary
significantly, as evidenced by the low SEM value, which
reflects good response stability after repeated testing and
less error variability. This is also supported by the moderate
to substantial chance-adjusted agreement [28] between
these results. Some authors say that labile constructs (in
this instance parent satisfaction) tend to yield lower reli-
ability coefficients, compared to more stable constructs
[30]. However, despite the lability of the construct patient
satisfaction, the factors that may have subjectively influ-
enced the respondents’ answers did not significantly affect
the stability of the responses. The F-PSS still demonstrated
substantial reproducibility.
Aside from the psychometric properties, the rigorous
methods of developing the F-PSS may also positively influ-
ence the clinical utility of the F-PSS. In translating mea-
sures, ensuring conceptual and linguistic equivalence is
crucial in retaining the intended meaning of the measure
and ensuring that concepts are understood and measured in
similar ways [24]. The F-PSS has undergone systematic
translation and reliability testing to ensure its conceptual
and linguistic equivalence with the original version, and itsTable 4 Reproducibility results per item
k
Item 1 0.66
Item 2 0.56
Item 3 0.69
Item 4 0.66
Item 5 0.62
Item 6 0.69
Item 7 0.72
Item 8 0.72
Item 9 0.61
Item 10 0.68
Item 11 0.71language appropriateness to the intended respondents
[24,31]. It was methodically reviewed by the author of the
original version and individuals skilled in both languages, it
was pilot tested, and it was assessed for understandability.
The ease of administration may also contribute to the
clinical utility of the F-PSS. The administration is fairly
simple and shortdthe F-PSS is self-administered test with
only 11 items, and respondents are to answer by just
choosing a rating from a Likert-type item response.Limitations on the research design and
material
The findings of this study support the reliability of the F-PSS
for measuring parent satisfaction with PT, OT, and SP
paediatric healthcare services. However, these are pre-
liminary and evidence to support its validity is still needed
to further ascertain its clinical utility. The results showed
excellent homogeneity among items, although measure-
ment of the construct validity of the F-PSS is needed to
establish the extent to which it measures parent satisfac-
tion. Further research may also measure its unidimension-
ality by studying the correlation of each item to a global
question. Global questions such as “Do you intend to use
the same facility again?” may be used because satisfaction
is influenced by behavioural intentions [32].
It was also not within the scope of this study to look into
the correlation between certain respondent and client de-
mographic information and the F-PSS ratings. Measures of
such correlations may provide useful information regarding
possible influences of these variables to the F-PSS results.Conclusion
The preliminary findings of this study support the reliability
of the Filipino version of the Parent Satisfaction Scale in
measuring parent satisfaction with PT, OT, and SP paedi-
atric services. This is demonstrated by its high internal
78 Y.Y. Palad, G.O. Madriagaconsistency and reproducibility. Validation studies are
recommended to further ascertain its clinical utility.
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